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Objectives

①Review current evidence-base for smoking 
cessation including discussion of vaping/e-
cigarettes

②Provide a brief overview of chronic cannabis 
use, including cannabis use disorder and medical 
use of cannabis

③Discuss effects of chronic cannabis use and 
review relevant information to discuss with 
patients, including harm reduction strategies 
(and vaping)



To vape or not to vape?



1) Review current evidence-base for 
smoking cessation 

• Non-pharmacologic treatment

Increased likelihood of quit at 6 months 
(vs. placebo) 
RR = 1.66

Small increased benefit from intensive 
advice vs. brief advice
RR = 1.37



1) Review current evidence-base for 
smoking cessation 

• Non-pharmacologic treatment
Increased likelihood of quit at 6m (vs. BI) 
without pharmacotherapy RR = 1.57

Increased likelihood of quit at 6m (vs. BI) 
with pharmacotherapy RR = 1.24

Larger effect from intensive vs. brief 
counseling RR = 1.29



1) Review current evidence-base for 
smoking cessation 

• Non-pharmacologic treatment

Increased cessation (vs. self-help) 
RR = 1.88

Increased cessation (vs. BI) 
RR = 1.22

Increased cessation (vs. no intervention) 
RR = 2.60



1) Review current evidence-base for 
smoking cessation 

• Pharmacologic treatment

All NRT forms vs. placebo
RR abstinence = 1.60 

Combined > single NRT
RR = 1.34

NRT + bupropion > bupropion
RR = 1.24



1) Review current evidence-base for 
smoking cessation 

• Pharmacologic treatment Bupropion vs. placebo
RR abstinence = 1.62

Nortriptyline vs. placebo
RR = 2.03

Bupropion = nortriptyline = NRT

Bupropion < varenicline
RR = 0.68



1) Review current evidence-base for 
smoking cessation 

• Pharmacologic treatment Varenicline vs. placebo
RR = 2.24

Lower dose varenicline
RR = 2.08

Varenicline vs. bupropion
RR = 1.39

Varenicline vs. NRT
RR = 1.25



1) Review current evidence-base for 
smoking cessation 

• Pharmacologic treatment
NRT > placebo
OR = 1.84

Bupropion > placebo
OR = 1.82

Varenicline > placebo
OR = 2.88

Single NRT = bupropion

Combo NRT > single NRT

Varenicline > single NRT

Varenicline = combo NRT 



1) Review current evidence-base for 
smoking cessation 

• Pharmacologic treatment

– Varenicline > NRT, bupropion > placebo

– No significant increase in neuropsychiatric events 
re: varenicline, bupropion vs. NRT, placebo





1) …what about vaping/e-cigarettes?

• Efficacy for smoking cessation

E-cigarettes vs. non-nicotine E-cig
Increased smoking cessation

Low quality evidence from two RCTs

Unclear whether E-cig >=< NRT



1) …what about vaping/e-cigarettes?

• Efficacy for smoking cessation

– Overall mixed reviews, low quality evidence

– Several cohort studies suggesting vaping/e-
cigarettes associated with LOWER quit rates



1) …what about vaping/e-cigarettes?

• Role for harm reduction?

• Or further harm?
– Largely unregulated devices 
– Inhalation of aerosols and toxic aldehydes

• Bronchiolitis obliterans (“popcorn lung”)

– Decreased perceived risk
• Earlier onset use, increased frequency & quantity of use, 

decreased motivation to reduce use or quit

– Reversing “de-normalization” of smoking
– Increased use among youth, leading to increased smoking
– Increased serious childhood poisonings (2010-2014) 



This rate tripled again from 2013 to 2014 (4.5% to 
13.4%) with past-month use of e-cigarette 

Nat’l Youth Tobacco survey (CDC)

Increasing Use in Youth



1) Review current evidence-base for smoking cessation 
including discussion of vaping/e-cigarettes

• Take home points:
– Talk to your patients about smoking cessation
– Offer counseling for smoking cessation 
– Offer pharmacotherapy for smoking cessation

• Varenicline and combined NRT (patch + short acting) are most 
effective

• single NRT and bupropion also effective

– Currently no evidence to suggest vaping/e-cigarettes for 
smoking cessation
• Potential benefit for respiratory harm reduction BUT

– Further studies required re: long term effects of aerosols
– Increased regulation and quality control of devices needed
– Discuss safe storing of e-liquids re: childhood poisonings

– Caution around normalizing vaping/e-cigarette behaviour, 
particularly for youth



Questions?



Complications of chronic THC use



2) Overview of cannabis use, including 
CUD and medical cannabis

• Cannabis

– Most commonly used illicit drug in Canada

• 43% lifetime use

– In Canada, past year cannabis use:

• 10-15% of general population adults

• 25-30% of adolescents and young adults

– Illegal in Canada since 1923

– Medicinal cannabis legal since 2001

– Pending legalization…



2) Overview of cannabis use, including 
CUD and medical cannabis



2) Overview of cannabis use, including 
CUD and medical cannabis

Cannabis use disorder
• A problematic pattern of cannabis use leading to clinically significant impairment 

or distress, as manifested by at least 2 of the following, occurring within a 12-
month period: 
– Cannabis is often taken in larger amounts or over a longer period than was intended.
– There is a persistent desire or unsuccessful efforts to cut down or control cannabis use.
– A great deal of time is spent in activities necessary to obtain cannabis, use cannabis, or 

recover from its effects.
– Craving, or a strong desire or urge to use cannabis.
– Recurrent cannabis use resulting in a failure to fulfill major role obligations at work, school, or 

home.
– Continued cannabis use despite having persistent or recurrent social or interpersonal 

problems caused or exacerbated by the effects of cannabis.
– Important social, occupational, or recreational activities are given up or reduced because of 

cannabis use.
– Recurrent cannabis use in situations in which it is physically hazardous.
– Cannabis use is continued despite knowledge of having a persistent or recurrent physical or 

psychological problem that is likely to have been caused or exacerbated by cannabis.
– Tolerance, as defined by either a (1) need for markedly increased cannabis to achieve 

intoxication or desired effect or (2) markedly diminished effect with continued use of the 
same amount of the substance.

– Withdrawal, as manifested by either (1) the characteristic withdrawal syndrome for cannabis 
or (2) cannabis is taken to relieve or avoid withdrawal symptoms
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2) Overview of cannabis use, including 
CUD and medical cannabis

• Other cannabis related disorders (per DSM-V)

– Cannabis intoxication

– Cannabis withdrawal

– Cannabis intoxication delirium

– Cannabis induced psychotic disorder

– Cannabis induced anxiety disorder

– Cannabis induced sleep disorder

– Unspecified cannabis-related disorder



2) Overview of cannabis use, including 
CUD and medical cannabis



Consider specifying 
% THC (maximum) ±
% CBD (minimum)



Recommendations from CFPC 
re: dried cannabis

1. No evidence for use in common pain conditions such 
as fibromyalgia or LBP.  Consider only for refractory 
neuropathic pain.

2. Consider first adequate trials of other pharmacologic 
and non-pharmacologic strategies AND adequate trial 
of pharmaceutical cannabinoids (nabilone, 
dronabinol)

3. NOT APPROPRIATE for anxiety or insomnia
4. NOT APPROPRIATE if < 25, personal or family history 

of psychosis, current or past cannabis use disorder, 
CVD, resp disease, pregnant/breastfeeding

5. USE WITH CAUTION if active mood or anxiety 
disorder, smoker, risk factors for CVD, heavy 
EtOH/opioid/benzo use



Recommendations from CFPC 
re: dried cannabis

8. Before authorizing use, conduct a pain 
assessment, screen for anxiety and mood 
disorders, screen/assess for SUDs

9. Continually reassess; discontinue if not helpful or 
causing harm

10. Advise not to drive for 4h after inhalation, 6h 
after oral ingestion, 8h after any euphoria

14. Given weak evidence and know risks, when 
authorizing use, “Start low, go slow”

15. Include percentage THC on medical document 
when applying for MMPR



3) Effects of chronic cannabis use…

• Acute cognitive and psychomotor impairment
– Motor vehicle collisions

• Effects on brain development
• Dependence, including other substances
• Psychosis 
• Depression & anxiety
• Respiratory problems
• Cardiovascular and cerebrovascular events
• Poorer pregnancy outcomes
• Withdrawal 



3) Effects of chronic cannabis use…

• Acute cognitive and psychomotor impairment
– Motor vehicle collisions

• Effects on brain development

• Dependence

• Psychosis 

• Respiratory problems

• Cardiovascular and cerebrovascular events

• Poorer pregnancy outcomes

• Withdrawal 



3) …harm reduction strategies



3) …harm reduction strategies



To vape or not to vape?





Corporate Involvement

• U.S. legal market at $2.7 billion (2014)

• Philip Morris invested $2 billion in R&D of 
their four new vaporizers (Cox 2015)

– Increasingly efficient & modifiable

• Overlap between tobacco and cannabis 
vaping industries (Gartner 2015)

– i.e. Japan Tobacco Int’l & Ploom



2) Provide a brief overview of chronic cannabis use, including cannabis use disorder 
and medical use of cannabis

3) Discuss effects of chronic cannabis use and review relevant information to 
discuss with patients, including harm reduction strategies (and vaping)

• Take home points:
– Cannabis use is common and may become more so 

with pending legalization

– Cannabis used chronically for recreational or medical 
purposes may produce adverse effects.  
• These are more profound with early onset/heavy use

– Discussion about risks and benefits may lead to harm 
reduction for patients using cannabis

– Despite increasing popularity of vaporizing devices, it 
remains unclear whether vaporizing cannabis should 
be recommended as a harm reduction tool



Questions?
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